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A record review revealed the facility admitted
Resident #2 on 03/24/12 with diagnoses to
include Dementia, Hypertension, Hyperfipidemia,
Congestive Heart Failure, Angina, Syncope,
Asthma, Reflux, Old Myocardial Infarction, LE
CVA, Orthostatic Hypotension, Urinary Tract
Infection, rritable Bowet Syndrome, Urine
Retention, and Osteoporosis. A review of the
initiat Minimum Data Set (MDS), dated 04/25/12,
revealed the facility assessed the resident as
cognitively intact. The resident required exfensive
assistance with dressing, bathing, and hygiene.
The interview for daily preferences, according to
the MDS, revealed it was very important for the
resident fo choose what clothes to wear.

An cbservation during the initial tour, on 06/12/12
at 7:00 PM, revealed Resident #2 was lying in
his/her bed wearing only a brief and a shirt. A
sheet parially covered the resident's lower
extremities; however, the resident's brief was
visible. There were two female visitors and one
male visitor present in the room.

Interview with Resident #2, on 06/12/12 at 7:0C
PM and on 06/14/12 at 9:00 AM, revealed he/she
liked 1o wear pants while in the bed, and without
pants, it made him/her fee! "useless"” when
visitors were present.

An interview with the resident’s family, on
0B/12/12 at 7:00 PM, revealed when the resident
soiled hisfher pants, it was usual for the staff to
leave the resident in the bed with just a brief on.

An interview with Staie Registered Nurse Aide
(SRNA) #1, on 06/14/12 at 4:.00 PM, revealed she

This Plan of Correction is the center’s credible
allegaiion of compliance.

Preparation and/or execution of this plan of correctigr
does not constitute admission or agreement by the
provider of the truth of the facts alteged or conclusion
sef forth in the statement of deficiencies. The plan of|
correction Is prepared andfor executed solely because
it is required by the provisions of federal and state lajv.

w

4) The DNS, SSD, or designee will monitor
through observation, record review and
resident interview to assure that residents
receive care and services to maintain their
dignity. The Administrator or designee will
review concern/grievance reporis and
provide appropriate follow through. The data
will be reviewed and anatyzed monthly for
three months and then quarterly thereafter
at the Performance Improvement Committeg
Meeting with a subsequent plan of action
developed and implemented as indicated.
The Administrator is responsible for overall
compliance.

5. Completion date: 7/30/2012
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was ihe aide respensible for Resident #2, on This Pian of Correction is the cenier’s credible
06/12/12 from 3:00 PM to 11:00 PM. She allegation of compliance. 213012012
revealed the resident was usually in bed without Preparail ) . LY i
. A reparation andlor execution of this plan of correctio
panis on her shift. does not constitute admission or agreement by the
provider of the truth of the facis alleged or conclusion
An interview with the Director of Nursing (DOM), set forth in the statement of deficiencies. The plan of
on 06/15/12 at 12:05 PM, revealed staif usually correction is prepared and/or executed solely because
leave a resident's pants off while in the bed, it is required by the provisions of federal and siote faw.
unless the resident requested otherwise;
howaver, she expecied the staffto ensure the
resident's brief was not exposed. F-281 ) o .
F 281 | 483.20(k)(3)(i} SERVICES PROVIDED MEET Foai| 1) Certified Medication Aide (CMA) #1
s5=D | PROFESSIONAL STANDARDS Involved in the medication pass observation
was individually counseled regarding correct
‘The sarvices provided or arranged by the facllity procedures. Resident #27 and #18
must meet professional standards of guality. no longer reside at the facility.
2) The DNS and/or designee will conduct
audit of the Medication Administration
This REQUIREMENT is not met as evidenced Records (MAR) to ensure all medications o1
by: the “Do Not Crush™ list have an alert on the
Based on observation, interview, record review, MAR. The DNS and for designee will also
and fe\{[ew of the féf:lhtyls pohcy/pmceduret it was Conduct and audit on all residents
determmelc‘ij tze;af::‘iyffafﬁd :E etnsuie Sefr"' ices | medications to ensure the appropriate
. . L R
were provided by the facility thal met protessiona therapeutic drug monitoring is in place as
standards of quality for one resident (#18), in the indicated ‘
selected sample of twenty-four residents, related 3) The SbC will conduct an i . ith
to therapeutic drug menitoring of a Digoxin level, ULi AN con udc Can m,serv tee Wi,
and for one resident (#27), not in the selected all Licensed Nurses and - MA’s on me_etmg
sample, related to the failure to follow a PTOf?SSXQHaI standards wzth‘z‘m emphasis on
physician's order during a medication pass. medications that are on the “Do Not Crusht
tist and also regarding medications that
Findings include: require therapeutic drug monitoring. The
SDC will include information regarding
1. There was no evidence of a facility policy Meeting professional standards of quality as
provided during the survey process which it relates to medication administration and
addressed therapeutic monitoring of medication therapeuiic drug monitoring in the
levels. An interview with the Assistant Director of orientation of all new Licensed personnel
Nursing (ADON), and the Direcicr of MNursing and CMAs. 7/30/2012
L
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(DON), on 06/15/12 at 10:35 AM, and on This Plan of Correction is the center’s credible
06/15/12 at 1:45 PM, respectively, revealed there allegation of compliance.

was no policy/procedure related to therapeutic

drug monitoring. The facility foltowed standards of Prepaiation andfor execution of this planiof correction

does noi constitute adwission or agreement by the

practice and corporate pOIIClE.!s. The unit me'mager provider of the truth of the facts alleged or conclusions
oversees the laboratory monitoring and notifies set forth in the statement of deficiencies. The plan of
the physician. corvection is prepared and/or executed solely because

it is required by the provisions of federal and state 1t

A record review revealed the facility admitted 4) The DNS or designee reviewed a list of

Resident #18 on 02/29/12 with diagnoses fo medications on the “Do Not Crush” list. The

include Dementia, Atrial Fibriliation, Angina, and tist of medications on the “Do Not Crush”

Depression. list will be placed on each Medication
Administration notebook. The SDC will

A review of the admission Minimum Data Set conduct random medication pass

{MDS), dated 03/07/12, revealed the facility observations weekly for one month and

assessed Resident #18 as cognitively intact with monthly there after. The DNS or designee

a Brief Interview for Mental Status (BIMS) score Will review all new admits, readmits and

of 13, ambulatory with limited assistance, and

' ' K i new medication orders daily (Monday
required extensive assistance with transfers,

Friday) during the morning clinical meeting
to ensure therapeutic drug monitoring is in
place as indicated. The DNS or designee
will monitor through medication pass
observation, Medication Administration
Record review, admit/readmit audit review,

A review of the Comprehensive care plan for
Atiered Cardiac Output, dated 03/12/12, revealed
no interventions/goals relaled to Digoxin therapy.

A review of the quarterly MDS, dated 04/25/12, new medication orders and Consultant
revealed the facility assessed Resident #18 as Pharmacist report review at least monthly for
cognitively intact, walk-in room independent, and three months, then at least quarterly, to
independent with transfers. assure professional standards of clinical
practice are met, The Administrator is
Furher record review revealed hefshe had a responsible for overail compliance.
{post-hospital) follow-up appoiniment with hisfher
cardiologist, on 05/01/12. Areview of the two 5. Completion date: 7/30/2012

month follow-up examination and pacer check
with the cardiologist, on 05/01/12, revealed an
assessment to include; "Atrial Fibrillation on

aspirin therapy only, rapid vent rate in today's
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exam, hisiory of mitral valve replacement” with a
plan 1o include "Digoxin 0.25 mg every twelve
hours times two doses, then 0.125 mg daily. *
He/she returned to the facility with a new
physlcian's order for Digoxin 0.25 milligrams {mg)
every twelve hours times two dases, then
adrainister Digoxin 0.125 mg every day.

A review of the Medication Administration Record
(MAR), dated May 2012, revealed Digoxin 0.25
mg by mouth daily related to atrial fibrijlation.
Digoxin 0.256 mg was administered on 05/02/12
and 05/03/12. Further review of the May 2012
MAR revealed Digoxin 0.125 mg was
administered on 06/04/12 through 05/3112.

A review of the medication regimen completed by
the pharmacy consultant, on 05/16/12, revealed
no evidence of a review of the resident's Digoxin.
An interview with the Pharmacy consultant, on
06/15/12 ai 10:25 AM, revealed she was at the
facitity about every twenty-eight days and had not
reviewed Resident #18's Digoxin yet. She
revealed signs and symptomns of Digoxin toxicity
included nausea, vomiting, diarrhea and visual
disturbance,

A review of the physician’s order, dated 06/01/12
thru 06/30/12, revealed Digoxin 0.125 mg by
mouth daily related to atrial fibrillation. A review of
the MAR, dated 06/01/12 thru 06/10/12, revealed
Digoxin 0.125 mg initiated as administered.

A review of a nurse's note, dated 06/05/12,
revealed a scheduled follow-up appointment with
the cardiologist, due on 06/05/12 at 9:00 AM, was
cancelled by Registered Nurse (RN) #1 at the
resident's request due to not feeling well. An

F 281

7/30/2012
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interview with RN #1, on 06/15/12 at 2:00 PM,
reveated she received the physician's ordet for
the digoxin and would think about heart rate,
faboratory tests, different side effects, and talk
with the physician about those things. When
Resident #18 returned from the physician's office,
on 05/01/12, the orders were brought back. RN
#% notified the physician and he informed her that
they {at the office) take care of their own
laboratory tests. She revealed she did not
document this information but shoutd have,
Resident #18's appointment was cancelied and
was not rescheduled. Resident #18 had a
stomach virus and she did not think about the
Jaboratory test at that time. She revealed she did
not think about nausea and vomiting being signs
and symptoms of Digoxin toxicity.

A review of a change in condition form, dated
06/10/12 at 7:16 PM, revealed the resident was
ambulating from the bathroom to histher bed and
fost his/mer batance and fell to the floor, landing
on his/her right side. The resident complained of
neck pain and was seni to the emergency room
for neck pain and an evaluation for head injury.

Observation and interview, on 06/15/12 at 8:40
AM and at 10:10 AM, revealed Resident #18 was
laying in bed and did not recalt any details about
the fall that occurred on 06/10/12.

A review of the hospital laboratory resuits, dated
06/10/12 at 9:31 PM, revealed a Digoxin jevet of
6.9 with the therapeutic range 0.8 - 2.0
nanograms per milliliter and a toxic range greater
than 3.0 nanograms per milliiter.

F 281 7/30/2012

~f

FORM C#S-2567(02-59) Previous Versions Obsolete

Event ID:C2TD T3

Facildy 1G: 100410 If continuaticn sheet Page 6 of 15




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 06/29/2012
FORM APPROVED
OMB NO. 0938-03¢1

STATERENT OF DEFICIENCIES (X$) PROVIDER/SUPPLIERICUIA {22} MUTFIBLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
8, WING
, -~ _ 185089 ) 0611512012
HALE GF PROVIDER OR SUPPLIER STREET ADDRESS, CI1Tf, STATE, ZIP CODE
~ 550 HIGH ST.
KIMDRED TRANSITIONAL CARE AND REHABILITATION ROSEW
BOWLING GREEHN, KY 42101
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION 35y
PREFIX {EACH DEF{GIENGY MUST 8E PRECEDED BY FULL PREFLX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 281 | Continued From page 6 F 28%
A review of nurse's notes from the facility, dated
06111112 at 2:00 AM, revealed Resident #18 was 7730/2012

admitted to the hospital with Digoxin toxicity and
renal {ailure.

A review of the history and physical frorn the
hospital, dated 06/11/12, revealed "in the
emergency room, the resident was noted to have
acute renal faiture with a creatinine level of 3.4
and a digoxin level of 6.9. "

A review of the cardiologist's consultation, dated
06/11/12, revealed the reason for the
consuliation was Digoxin toxicity. Resident #18
was found {0 be in renal faiture with a creatinine
level of 3.4 and to have Digoxin toxicity with a
Digoxin level 0f 6.9, "

An interview with the Unit Clerk, on 06/15/12 at
10:30 AM, revealed there was no therapeuiic list
to indicate which medication required therapeutic
monitoring.

An inferview with LPN #1 {Unit Manager), on
06/15/12 at 12:35 PM, revealed the unit
managers were fesponsible to monitor all new
orders and attend morning meetings and relied
on their knowledge base 1o know if a medication
required therapeutic monitaring to inciude Digoxin
levels.

An interview with the aftending physician, on
06/15/12 at 1:22 PM, revealed he would obtain a
Digoxin level within the first two weeks. He
expected the ordering physician, who ordered the
medication, to obtain a level. He revealed signs
and symptoms of toxicily may be nausea and
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vomiting. The cardiologist who ordered the
Digoxin was not available for an interview,

An interview with the DON, on 06/15/12 at 10:20
AM, revealed it was the unitmanager's
responsibility 1o ensure laboratory tests were
ordered and new orders were reviewed every
morning.

2. A review of the facility's policy/procedure for
"Crushing Medication," dated 10/31/10, reveated
nursing staff that administered medications could
crush medications that were crushable and add it
{0 a digestible medium fo assist the residentin
swallowing. When this occurred, care must be
taken to ensure that crushing the medication
would not present a hazard or nuilify the dnug's
effectiveness.

A review of {he list of "Medications Not to be
Crushed," undated, revealed Aspirin Enteric
Coated {EC) should not be crushed because of
the enteric coaled formation.

A review of the facilily's policy/procedure for
"Medication Administration," dated 08/31/11,
revealed to read the medication record order and
compare with the prescription label. If a
discrepancy was noted, compare the medication
record o the physician's orders in the resident's
medical record,

A review of Resident #27's physician's order,
dated 06/01/12 through 06/30/12, revealed an
order for Aspirin EC 81 milligrams (mg) hy mouth
once daily and Metoprotol Succinate {do not
crush} 25 mg by mouth twice daily. Both
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An observation of a medication pass, on 06/13/12
at 10:25 AM, revealed Cerified Medication Aide
(CMA) #1 administered Aspirin £C 81 mg
crushed in pudding; however, the label revealed
"Do not crush or chew.” She also administered
Metoprotol Tartrate 25 mg, crushed in
applesauce; however, the Medication
Administration Record {(MAR) specified
Metopralol Succinate 25 mg "Do not crush.”

interview with CMA #1, on 06/13/12 at 3:25 PM,
and on 06/14/12 at 2:25 PM, revealed she
admitted the Aspirin EGC should not have been
crushed according to the medication label,
however, she “overlooked” it and crushed the
medication. She also stated that she thought
Metoprolol Tartrate and Metoprotol Succinate was
the same medication, and never quesiioned the
order. She acknowledged the MAR specified "do
not crush” the medication; however, she
"averjooked" it as well.

An interview with the pharmacy's General
Manager, on 06/14/12 at 1:30 PM, revealed
Metoprolol Tartrate was an immediate release
medication and Metoprolel Succinate was
controlled release. She revealed when a
physician ordered Meloproiol twice daily, the
pharmacy automatically sent Metoprolot Tarirate
because Metopralol Succinate was usually given
once a day. The pharmacy had sent the
Metoprolol Tartrate since the order date,
12/23/11. Additionally, she reveated Aspirin EC
was naot designed to crush. She revealed
crushing the medication wauld atlow the
medication to dissofve in the stomach, possibly
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dications were ordered on 12/23/1%,
medicatlions were or (23{1% 213072012

FORM CHS-2567(02-95) Previous Versions Obselela Event1D; C2THTI

Facifiy 1D: 100410

If continuation sheet Page 9 of 15



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECGTION

(X1} PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

185089

PRINTED: 06/29/2012
FORM APPROVED
OMB NO. 0938-0391
{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
: COMPLETED
A. BUILDING
B. WING
06/15/2012

NAKE OF PROVIDER OR SUFPPLIER

KINDRED TRANSITIONAL CARE AND REHABILITATION ROSEW

STREET ADDRESS, CHY, STATE, ZIP CODE
550 HIGH 5T.

BOWLING GREEN, KY 42101

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and review of the facility's policy/procedure, it was
determined the facility failed to ensure it was free
of medication error rates of five percent or
greater. An observation of a medication pass, on
06/13/12 at 10:25 AM, revealed there were forty
opportunities with two errors which resulted in a
medication error rate of five percent (5%).

Findings include:

A review of the facility's policy/procedure for
"Crushing Medication," dated 10/31/10, revealed
nursing staff that administered medications could
crush medications that were crushable and add it
to a digestible medium to assist the residentin
swallowing. When this occurred, care must be
taken to ensure that crushing the medication
wauld not present a hazard or nullify the drug's

observations for all Licensed Nurses and
CMAs to determine compliance.

3) The SDC wili conduct individualized in
servicing for the licensed staff and CMAs o

™3

the provision of pharmacy services including

the policy and procedures for administering
medicaiions according to physician’s order
and medications on the “Do Not Crush” list
The SDC, DNS, ADNS, UMs and/or WS
will conduct random medication pass
reviews with licensed staff members at leas
weekly for one month then at lease monthiy
for three months and quarterly thereafter and
provide inservicing and/or counseling as
indicated.
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causing gastrointestinal upset. allegation of compliance.
. . . . Preparation andfor execution of this plan of correctian
An interview wilh the DON, on 06/15/12 at 12:05 does not constitute admission or agreemeyt by the
PM, .reviaa!ed. she EXijCtEd the CMA to report provider of the truth of the facts alleged or conclusions
medication discrepancies to the Charge Nurse. set forth in the statewment of deficiencies, The plan of
She expected the CMA to also check the label of correction is prepared and/for executed solely because
the medication with the MAR, and utilize the "do it is required by the provisions of federal and state law.
not crush" tistin the front of the MAR while
administering medications. F-332
F 332 | 483.25(m){1) FREE OF MEDICATION ERROR F332| 1)Resident #27 no longer resides at the
8s=p | RATES OF 5% OR MORE facility. The DNS will individuatly counsel
CMA #1.
The facility must ensure that it is free of 2) The SDC and/or Pharmacy Consultant
medication error rates of five percent or greater. will conduct individual medication pass 7/30/12
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effectiveness.

A review of the list of "Medications Not to be
Crushed,” undated, revealed Aspirin Enteric
Coated {(EC) should not be crushed because of
the enteric coated formation.

A review of the facility's policy/procedure for
"Medication Administration," dated 08/31/11,
revealed to read the medication record order and
compare with the prescription label. If a
discrepancy was noted, compare the medication
record to the physician's orders in the resident's
medical record.

A review of Resident #27's physician's order,
dated 06/01/12 through 06/30/12, revealed an
order for Aspirin EC 81 milligrams (mg) by mouth
once daily and Mefoprolot Succinate (do not
crush) 25 mg by mouth twice daily. Both
medications were ordered on 12/23/11.

An observation of a medication pass, on 06/13/12
at 10:25 AM, revealed Cerified Medication Aide
{CMA) #1 administered the following medications
to Resident #27:

1. Aspirin EC 81 mg crushed in pudding; however
the label revealed "Do not crush or chew.”

2. Metoprolot Tartrate 25 mg, crushed in
applesauce; however, the Medication
Administration Record {MAR) specified
Metoprolol Succinate 25 mg "Do not crush.”

Interview with CMA #1, on 06/13/12 at 3:25 PM
and on 06/14/12 at 2:25 PM, revealed the Aspirin
EC should not have been crushed, according to
the medication fabel; however, she "overiooked" it
and crushed the medication. She also stated that

(*4)1D SUMMARY STATEMENT OF DEFICIENCIES i D PROVIDER'S PLAN OF CORRECTION *5)
PREFIX {EACH DEFICIENCY MUST EE PRECEDED BY FULL i PREFIX {(EACH CORRECTIVE AGTION SHDULD BE COMPLEFIOH
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
OEFICIENCY)
F 332 Contintted From page 10 F 332 This Plan of Correction is the center's credible

allegation of compliance.

-

Preparation and/or execniion of this plan of correctio
does nof constitute admission or agreement by the

provider of the iruth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is reguired by the provisions of federal and state law.

4)The DNS, SDC, ADNS, UMSs and/or WS
will monitor through observation, MAR
review and Pharmacy Consult and report 7/306/12
review at least monthly for three months, the
at least quarterly, to assure mediations are
administered according to physicians orders
and facility policy and procedure. The
Administrator is responsible for overall
compliance,
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F 332 { Continued From page 11

she thought Metoprolo! Tarirate and Metoprolol
Succinate was the same medication, and never
questioned the order. She acknowiedged the
MAR specified “do not crush” the medication;
however, she "overlooked" it as well.

An interview with 1the pharmacy's General
Manager, on 06/14/12 at 1:30 PM, revealed
Metoprolot Tartrate was an immediate release
medication and Metoprolol Succinate was
controlled release. She revealed when a
physician ordered Metoprolol twice daily, the
pharmacy automatically sent Metoprolol Tartrate
because Metoprolol Succinate was usually given
once a day. The pharmacy had sent the
Metoprolo! Tartrate since the order date,
12/23/11. Additionally, she revealed Aspirin EC
was not designed to crush. She revealed
crushing the medication allowed the medication
to dissolve in the stormach, possibly causing
gastrointestinal upset.

An interview with the Director of Nursing (DON),
on 06/15/12 at 12:05 PM, revealed she expected
the CMA fo report medication discrepancies fo
the Charge Nurse. She expected the CMA to also
check the label of the medication with the MAR,
and utilize the "do not crush” list in the front of the
AR while administering medications.
483.70(h}{4) MAINTAINS EFFECTIVE PEST
CONTROL PROGRAM

F 469
88=D

The facility must maintain an effective pest
contot program so that the facility is free of pests
and rodents.

F 332

F 469

7/30/2012

FORM C}8-2567{02-89) Previous Versions Obsclete EventiD;C2TON

Facitty 10; 100410 If continuation sheet Page 12 of 15




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 06/29/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
185089

{%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
COMPLETEO
A, BUILDING
B. WING
06/15/2012

HAKE OF PROVIDER OR SUPPLIER

KINDRED TRANSITIONAL CARE AND REHABLLITATION ROSEW

STREETADDRESS, CiTY, STATE, ZIP CODE
550 HiGH ST.

BOWLING GREEN, KY 42101

This REQUIREMENT is not met as evidenced
by:

Based on observation, inferview, and review of
the facility's policy and procedure, it was
determined the facllity failed o maintain an
effective pest control program to ensure the
environment was free of crawling insects, for one
resident (#12), in the selected sample of
twenty-four residents. Observations during the
survey revealed ants were on the resident's bed,
behind the resident's bed, on the baseboard, and
on the floor of the resident's room.

Findings include:

A review of the facility’s policy/procedure, "Pest
Control," dated 10/31/08, revealed the facility was
to conduct routine inspections for evidence of
pests. The siaff members were to report the
following insect or pest related information to the
housekeeping/maintenance supervisor: the type
of problem; the location; the person reporting;
and the time reported. Problems found during
the inspections were to be documented and the
remedial actions were to be taken. Employees
were to be trained on preventative measures,
unsanitary conditions, etc, The facility was to
have a contract with a licensed pest control
vendor. Storage and food preparation areas
were 10 be kept clean. Food spills were o be
cleaned up promptly. Dry foedstuffs were to be
kept in closed containers or bins. Food was not
allowed to be stored in uncovered containers, in
the resident rooms, or elsewhere.

An observation of Resident #12's room, on
06/12/12 at 6:30 PM, revealed an ant crawling con

(X4 ID SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECT!ON (x5}
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 468 [ Continued From page 12 F 469 This Plan of Correction is the center's credible

allegation of compliance.

Preparation and/or execution of this plan of correctio
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state lavp.

F-469

1) The Maintenance Supervisor eradicated
auts from Resident #12s rooin. 7/30/12
2) All resident rooms and comumnon areas wijl
be checked for ants and/or other pest by the
Maintenance Supervisor.,

3) The Staff Development Coordinator witl
inchude information of the facility pest
control program in the orientation of new
personnel. The Maintenance Supervisor and
the Administrator will review the cumrent
pest control program and implement
corrective measures if indicated. The
Maintenance Supervisor or Assistant will
conduct daily rounds (Monday ~Friday} to
ensure that the facility is free of pests.

4) The Maintenance Supervisor or Assistant
will monitor through direct observation on 4
daily basis (Monday-Friday) to assure that
the facility had an effective pest control
program. The data will be reviewed and
analyzed monthly for three months and the
quarterly thereafter at the Performance
Improvement Committee meeting with a
subsequent plan of action developed and
implemented as indicated. The
Administrator is responsible for overall
compliance.
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the resident's pillow near the resident's head.
Further observation revealed several ants
crawling on the floor, behind the residents bed,
and near the baseboard,

An interview with Housekeeper #1, on 06/12/12 at
6:40 PM, revealed she was unaware of a problem
with ants in this area. The housekeeper went
back to the hallway and brought a spray bottle
and stated she would take care of the problem.

An observation of Resident #12's room, on
06/13/12 at 10:05 AM, revealed ants were still
noted to be crawling behind the bed and near the
baseboard.

An observation during a medication pass, on
06/13/12 at 12:35 PM, revealed anis were on the
resident's bed, around and under the fal safety
mat on ihe floor, and on the baseboard near the
head of the resident's bed.

Observation, on 06/15/12 at 10;10 AM, reveated
ants were in Resident #12's reom crawling or a
plastic drawer storage unit, and in the comer of
the room near the resident's bed.

An interview with Licensed Practical Nurse {(LPN)
#1, on 6/13/M2 at 12:30 PM, revealed she was nol
aware ants were a problem in Resident #12's
room and someone should have notified
housekeeping and/or maintenance fo take care of
the problem,

An interview with Housekeeping Staff #1, on
06/14/12 at 10 AM, revealed she had sprayed a
bieach solution on the ants in Resident #12's
room, on 06/12/12, but did not netify anycne.

STATEMENT OF DEFICIENCIES 41} PROVIDER/SUPPLIERICLIA [E93] ?&L_l}T]F’lE CONSTRUCTION (%3) DATE SURVEY
EMD PLAN OF CORRECTION IDENTIFICATICN NULIEER: COMPLETED
A, BUILDING e - o
- B.WANG )
» 13_3:\089 ) ) — N . 06/15/2012
ATAE OF PROVIDER OR SUPPLILR STREET ADTRESS, CITY, STATE, 217 COLE
- - . U, 550 HIGH ST.
KINDRED TRANSITIONAL CARE AHD REHABILITATION ROSEW
BOWLING GREEN, KY 42101
(¥4} 1D SUMKMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {45)
PREFIX (EACH DEFICIENGY HUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETICH
TG REGULATORY OR L.SC IDENTIFYIHG INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 469 | Gontinued From page 13 F 469 7/30/2012
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F 469 | Continued From page 14 F 469
An intervievr with the Maintenance Supervisor, on 7/30/2012

06/15/12 at 12:30 PM, revealed he was unawars
of the anis and staff should have notified him
when the ants were first observed. There was
also a maintenance book on the units for staff to
put that information in.
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Doors protecting corridor op&nings in other than
required enclosures of vertical openings, exits, of
hazardous areac are substaniial doors, such as
those constructed of 1% inch solid-bonded core
wood, or capable of resisting fire for at jeast 20
minutes. Doors in sprinktered buildings are only
required to resist the passage of smoke, Thereis
no itnpediment to the clasing of the doors. Doors
are provided with a means suitable for keeping
the door closed. Dutch doors meeting 19.36.36
are permitfed,  18.3.8.3

Rolter latches are prohibited by CMS regulations
in alt health care facilities,

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility falled to ensure there were
no ‘mpediments to the closing of corridor doors to
resist the passage of smoke in accordance with
NEPA standards. The deficiency had the
potential to affect eight (8) of ton { 10) smoke
compartments, residents, staff and visitors. The

3TATEMENY OF DEFICIENCIES 21y PROVIDERISUPPUERICLIA (42} MULTIFLE CONSTRUGTICN 44y DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMEER: - COMPLETED
A. BUILDING 0% - MAIN BUILDING 01
8, WING __ —
185089 05/13/2012
NARE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, §TATE, 2IP CCOE
KINDRED TRANSITIONAL CARE ANO REHABILITATION ROSEW 550 MIGH ST,
BOWLING GREEN, KV 42101
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (r5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDEO BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE GOWSLETRON
TAS REGULATORY OR LSC IDENTIFYING INFQAMATION) T4G ¢ROSSREFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
i 000 | Continued From page 1 K 000
Fire)
Deficiencies were cited with the highest
deficiency Identified at "F* level.
¥ 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018
88=F
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facility is licensed for one-hundred seventy-six
{176) beds with a census of one-hundred fifly
{150} on the day of the survey.

The findings include:

Ohservation, on 06713712 between 5:30 AM and
A4:30 PM, with the Malntenance Supervisor
revaaled the corridor doors to rooms 143, 140,
136, 105, 126, 128, 129, 131, 134, 113, 115, 114,
118, 118, 123, 125, 156, 159, 161, 188, 189, 192,
177, 182 and 161 had a gap too large around the
jamb and would not resist the passage of smoke.

Interview, on 08/13/12 between 3:30 AM and 4:30
PM, with the Maintenance Suparvisar revealed he
was aware that sorne doors Targe a gap that
would not resist the passage of smoke. The
facility has & bid to replaca 15 doors thaf had
large gaps between the doors and the jambs.
Further interview revealed the Maintenance
Supervisor was not aware of the aliowable gap In
the corridor doors.

Referenca: NFPA 101 (2000 edition)

19.3.6.3,1* Doors protecting corridor opanings In
other than required enclosures of vertical
openings, exits, or hazardous areas shail be
substantial doors, such as those constructed of
13/4-in, (4.4-cm) thiek, solidbonded core wood
or of construction that resists fire for not less than
20 minutes and shall be constructed {o resist the
passage of smoke. Compliance with NFPA BO,

K18

Lo

1. The doors of rooms of rooms 103,
113,114, 115, 116, 118, 123, 125, 126,

-128, 129, 131, 134, 136, 140, 143, 156,
159, 161, 177, 181, 182, 188, 189, 192.
Seventeen doors will be replaced by
Underwood Conatruction; The remaining
eight will be sealed to resist the passage
of smoke.

2. Maintenance Director inspected at}

rooms in the building for smoke gaps in
the dooxs. h

3. All doors shali be inspected quartesly
for fimetionality and code compliance
per Kindred Preventive Maintenance
policy. Maintenance director will do
inspections.

4, Maintenance Director will report any
doors not in complisnce with smoke
passage code to Administrator.
Administrator will rack and trend and
report findings to PI committee and
appropriate action will be taken

5. Completion date 8/13/2012

A.BUILDING 01+ MAIN BUILDING 0%
3. WING
165089 06M242012
NAME OF PROVIDER OR SUPPLIER STREETADORESS. CITY, STATE, ZiP COOE
KINDRED TRANSITIONAL CARE AND REHAZILITATION ROSEW 550 HIGH ST
i
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K018 | Continued From pagé 3 Koi8

Standand for Fire Doors and Fire Windows, shall
noi be required. Clearance between the boitom
of the door and the floor cavering not exceeding
1 In. (2.5 cm} shall be parmitted for corridor
doors,
Exception Neo. 1. Doors to tolief rooms,
bathrooms, shower rooms, sink closets, and
similar
auxiliary spaces that do not cortain flammable or
combustible materials.
Exception No. 2: in smoke compartmenis
protected throughout by an approved, supervised
autamatic sprinkler system in accordance with
18.3.5.2, the door constructlon requirements of
19.3.6.3.1 shall not be mandatory, but the doors
shall be constructed to resist the passage of
smoke.
18.3.8.3.2* Doors shall be provided with 2 means
suitable forkeeping the door clased that is
acceptable fo the authority having jurisdiction.
The device used shall be capable of keeping
the door fully closed if a force of § Ibf {22.N} is
appiied at the laich edge of the door. Roller
fatches shall be prohibited on corridor doors in
buildings not fully protected by an approved
automatic sprinkler system in accordance with
NFPA
standards.
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K026
S5=E
Smoke barriers are constructed to provide at
least a one half hour fire resistance rating in
accordance with 8.3, Smoke barriers may
terminata at an atrium wall. Windows are
protecied by fire-rated glazing or by wired glass
panels and steel frames. A minimum of two
separate compariments are provided on each
floor. Dampers are not required in duct
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|
K025 ‘ Continued From page 4 K 025
| penelrations of smoke barriers in fully ducted K25

L

1 healing, ventiieiing, and air conditioning systems.

119.3.7.3,19.3.7.5,19.1.63, 18.164 1. Partitions extending above oeiling

i located in H-Hall next to Rooms 186 and
i 127 bas been properly s¢aled fo prevent
passages of smoke by Maintenance
Director. The smoke wall extending

Thisa STANDARD is not met as evidenced by: bove AHall smoke door next to room

Based on observations and interview, it was

determined the facility failed to maintain smoke 107 will upgrade to a one hour smoke
barriers in accordance with NFPA standards, The wall by addition of 5/8™ dry wall
deficiency had the potential to affect four (4) of installed on both sides of 2x4 sudding.
ten {10) smoke compartments, residents, staff

and visilors. The facility is licensed for 2. Maintepance directogwill check the
one-hundred seventy-six (176} beds with a attic of the entire building for any
census of ona-hundred fifly {150) on the day of penetrations in smoke partitions.

the survey.

3. Attic partitions will be inspected
o quarterly and after phone/cable company
The findings include: has been in attic. Maintenance director

. will do mspection.
Observation, on 08/13/12 between 8:10 AM and

9:00 AM, with the Maintenance Supervisor
revealed the smoke pantition, exiending above
the ceiling located next fo roomi 186 & 187, was
not properly sealed. The barrier falled 1o be
properly sealed from piping and wires, Further
observation showed the smoke barrier next o
room# 105 & 107 was not a fire rated wall with 2
fire resfstance rating of not less than % hour. The
wall was constructed of a cardboardiMasoniie
material with a piastic barrier in front of the walt.

4. Maintenance director will report any
non-complisnce findings to
Administrator. Administrator will track
and trend findings and report to PI
meeting with appropriate action tuken.

5. Completion date  8/13/2012

Interview, on 08/13/12 between 8:10 AM and 9:00
AM, with the Maintenanca Supervisor revealed he
was not aware of the penetrations in the smeke
barrier and that ke was awsare the smoke barrter
was ot a rated wall but was Unaware the wall
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Continuad From page &
must have 2 minimum fire resisiance rating.

Reference; NFPA 101 {2000 Edition).

8.3.5.1 Pipes, conduits, bus ducts, cables, wiras,
air ducts, pneumatic iubes and ducts, and similar
building service equipment that pass through
floors and smoke barriers shail be profected as
follows:

{a} The space between the penetrating item and
the smoke barrer shall

1. Be filled with » material capable of maintaining
the smoke resistance of the smoke barer, or

2, Be protected by an approved device designed
for the spedcific purpose.

(b} Where the penatrating item uses a sleeve fo
penetrale the smoke barrier, the sleeve shall be
solidly set in the smoke barrier, and the space
between the item and the sleeve shall

1. Be filled with a material capable of maintaining
the smoke resislance of the smoke barriet, or
2. Be protactad by an approved device designed
for the specific purpose.

{¢) Where designs take transmission of vibration
into consideration, any vibsation isolation shall

1. Be made on either side of the smoke barrler, or
2. Be made by an approved device designed for
the specific purpose.

19,3,7.3 Any required smoke barrier shall be
constructed in accordance with Section 8.3 and
shall have a fire resistance rating of not less than
1/2 hour.

NFPA 101 LIFE SAFETY CCOE STANDARD

One hour fire rated construction {with % hour
fire-rated doors) or an approved automatic fire

K025

K029
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X310 SUMIARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION ®5)
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K 025 | Continued From page 5 ' K 025

must hava a minimum fire resisiance reting.

Refarence; NFFA 101 (2000 Edition),

8.3.6.1 Pipes, conduits, bus ducts, cables, wires,
air ducts. pneumatic tubas and ducts, and similar
building service equipment that pass through
floors and smoke barrers shall be profected as
foliows:

{a) The space between the penetrating item and
the smoke barrer shall

1. Be filled with a material capable of maintaining
the smoke resistance of the smoke barrier, or

2, Be protecied by an approved device designed
for the speciiic purpose.

{b) Where the penetrating item uses a sleeve 1o
penetrate the smoke barrier, the sleeve shalt be
solidly set in the smoke barrier, and the space
bebween the item and the sleeve shall

1. Be filied with a material capable of maintaining
the smoke resistance of the smoke banier, or
2. Be protacted by an approved device designed
for the specific purpese.

{6) Where designs take transmission of vibration
into consideration, any vibration isolation shall

1. Be made on either side of the smoke barrier, or
2. Be made by an approved device designed for
the specific purpose.

19.3.7.3 Any required smoke barrier shall be
construcied in accordance with Section 8.3 and
shall have a fire resistange rating of not less than
1/2 hour.

K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K Q22
8s=D
One hour fire rated construction (with % hour
fire-rated doors) or 2n spproved automatic fire
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(%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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A, BUILDING 01 - MAIM BUILDING 01
Y
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NAME GF PROVIDEK OR SUPPLIER

KIMDRED TRANSITIONAL GARE AND REHABILITATION ROSEW

STREET ADDRESS. CITY, STATE. &P CODE

550 HIGH ST.
BOWLING GREEN, KY 42104

exiinguishing system in accordsnce with 8.4.1

i andior 18.3.5.4 protects hazardous areas, When

the approved automalic fire extinguishing sysieém
option is used, the areas are separated from
other spaces by smoke resisting partitions and
doors. Doors ara self-closing and non-rated or
field-applied protective plates that do not exceed
48 inches from the bottom of the door are
permitted,  18.3.2.1

This STANDARD is not met as evidenced by:
Based on obhservetion and interview, i was
defermined the facility failed to meet the
requiremeants of Protection of Hazards In
accordance with NFPA Standards, The
deficlency had the potential to affect one (1) of
ten (10) smoke comperiments, residents, staff
and visitors, The facility is licensed for
one-hundred seventy-six (176) beds with &
census of one-hundred fifty {150) on the day of
the survey.

The findings include:

Observation, on 06/13/12 at 9:37 AM, with the
Mainlenanca Supervisor revealed the front and
back dry storage areas in the kitchen did not have
separation from the rest of the kitchen, The
areas have exits from the kilchen passing
through the areas where the combustibles are
stored.

Interview, on 06/13/12 at 8:37 AM, with the

K 028

1. The front and back combustible dry

storage in the kitchen will be scparated
from the rest of the kitchen to maintain
compliance with Life Safety hazardous
area regulations, A

2, Maintenance director wili check ail
door closings and for noa-compliance
fire rated doors.

3. All dry storage areas shall be
inspeeted quarterly for Code
Compliance, Maintenanse Director will
do inspections.

4. Maintenance director will report any
non- compliance findings to the
Administrator. Administrator will tsack
and trend findings and report w0 P1
meeting with appropriate action taken.

5. Completion date 8/13/2012

(X4} 1D SUMMARY STATEMENT OF DEFIGIENCIES ] PROMIDER'S PLAN OF CORRELTION s}
PREF, (EAGH DEFICIENCY MUST BE PREGERE0 BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE comsrion
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENGY)
K 028 | Continued From page 6
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b rr i

(%4} 10 SUMMARY STATEMENT OF DEFICIENGIES [+ PROVIDER'S P1.,AN OF CORREGYION {X5)
PREFIX {(EACH DEFICIENCY MUST 8€ PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULO BE ' COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS:REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 029} Continued From page 7 Ko2¢

Malntenance Supearvisor revealed he was
unaware the storage areas needed to be
separated from other use areas or corridors for
exiting tre building.

Reference:
NFPA 101 (2000 Edition).

19.3.2 Protection from Hazerds.

19.3.2.1 Hazardous Areas. Any hazardous areas
shall be safeguarded by & fire barrler having a
1-hour fire resistance rating or shall be provided
with an automatic extinguishing system in
sccordance with 8.4.1. The automatic
extinguishing shall be permitied to be in
accordance with 19.3.5.4. Whare the sprinkler
option is used, the areas shall be separated
from other spaces by smoke-resisting partiions
and doors. Tha doors shall ba self¢losing or
autoratic-closing. Hazardous areas shall
include, but shali not be restricted to, the
foliowing:

{1) Botter and fuel-fired heater rooms

(2) Cenfralbulk laundries larger than 100 fi2
(9.3 m2)

{3) Paint shops

(4} Repair shops

{5) Soilad linen rooms

(6} Trash collection rooms

(7) Rooms of spaces larger than 50 fi2 (4.6 m2),
including repalr shops, vsed for storage of
combustible supplies

and equiprment in quantities deemed hazardous
by the authority having jurisdiction

(8) Laboratories employing flammeble or
combustible materials in quantities less than

FORM CM$-256T{02-08) Pravicus Versiona Obssletn Event 1D, G3TD21 Faciiy (0! 100410 It continuation sheet Page & of 20
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STATEMENT OF DEFIGIENCIES
END PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIERICUA
IDENTIFICATION NUMBER:
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{X2) MULTIPLE CONSTRUCTION

A BUWDING

BWING

01 » MAIN BUILDING 01

(%3} DATE SURVEY
COMPLETED

06/13/2012

NAME OF PROVIDER OR SUPPLIER

KINDRED TRANSITIONAL CARE AND REHABILITATION ROSEW

STREET ADURESS, GITY, STATE, 2IP CODE
550 HIGH &T.
BOWLING GREEH, KY 42101

Exit access is arranged so that exits are readily
acceasible at all times In accordance with section
7.1, 19.21

This STANDARD [s not met as avidenced by:
Based on observation and interview, it was
determined he facility failed {o ensure delayed
egress doors and exits were maintained in
accordance with NFPA standards, The deficlency
had the polential to affect two (2) of ten {10)
smoke compariments, residents, staff and
visitors. The facility is licensed for one-hundred
seventy-six (176} beds with a census of
one-hundred fifty (1503 on the day of the survey.

The findings include:

Observation, on 06/13/12 between 11:30 AM and
3:30 P, with the Maintenance Supervisor
revealed the egress gates around the building did
not have a code posted at the gates or no delay
to release themn. The gates would not open
untess the fire alarm went off or the code was

{X4) 1D SUMMARY STATEMENT OF OEFICIENCIES ID PROVIDER'S PLAN OF GORRECTION e
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL DREFIX {EACH CORRECTIVE ACTION $HOULO BE COUMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CRO§S-REFERENCED TO THE APPROPRIATE DaTe
DEFICIENCY)
K 029§ Gontinued From page 8 K Q25
ihose that would be considered a severg hazard.
Excaption: Doors in rated enclosures shall be
permitied to have nonrated, factory or
field-applied
protective plates extending not more than
48 in. (122 cm) above the bottom of the door. K38
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038 -
88=D

1. Egress gates identificd have had codes
posted at the gates,

2, Maintenance director inspected all
gates for proper out swings and codes.

3. The egress gates will be Inspected
monthly for Code Compliance.

4, Maintenence director will report any
gates not in compliance to the
Administeator, Administrator will track
and trend findings and report to PI
meeting with appropriate acfion taken.

5. Completion date: 6/15/2012
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TAG

SUMMARY STATEMENT OF OEFICIENCIES
|EAGH DEFICISNGY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION]

10
PREFIX
TAG

FROVIOER'S PLAN OF CORRECTION | a5y
{EAGH CORRECTIVE ACTION SHOULO BE ! COMPLETION

CRNSS.-REFERENCED TO THE APPROPRIATE DATE
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K038

Continued From page 9
entered to open the gates.

tnterview, on 08/13/12 betweaen 1130 AM and
3:30 PM, with the Malntenance Supervisor
revealed he was Unaware the doors could not be
locked and dependant upon the fire alarm to
release the doors. Further observation revealed
the Malnterance Supervisor did not know the
gate code and had to reset the code to opan the
gate.

Refarence:
NEPA 101 (2000 edition)

7.2.1.6.1 Delayed-Egress Locks, Approved,
listed, delayed egress

Jocks shall be permitted to be instalied on doors
serving

low and ordinary hazard contents in buildings
profected

throughoul by an approved, supervised automatic
fire datection

system in accordance with Sectlon 9.8, ¢r an
approved,

suparvised automatic sprinkler system in
accordance with Section

9.7, and where permitted in Chapters 12 through
42, provided

that the following criteria are met.

(a) The doors shall untock upon acluation of an
approved, supervised automatic sprinkler system
in accordance

with Section 9.7 or upon the actuation of any heal
detector or activation of not more than two smoke
detectors

Ko

8
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of an approved, supervised automatic fir
detection system in
accordance with Segtion 9.6,

{b} The doors shalf uniock upen ioss of power
controlling
the [ock or locking mechanism,

(c) An irreversible process shall release the logk
within 16

seconds upon application of a force to the release
device

required in 7.2.1.5.4 that shall not be required to
exceed 15 Ibf '

(67 N) nor be required to be continuously applied
for more

than 3 seconds. The initiation of the release
process shall activete

an audible signal in the vicinity of the door, Once
the

door lock has been released by the application of
force to tha

releasing device, relocking shall be by manval
means only.

Exception: Where approved by the authority
having jurisdiction, a delay

not exceeding 30 seconds shail be permitted.

(d} *On the door adjacent to the release device,
there

shall be a readily visible, durable sign in letlers
ot less than 1 in. (2.5 cm) high and not less than
1/8 in. (0.3 cm} in stroke width on a contrasting
background that reads as follows:

PUSH UNTILALARM SOUNDS

DOOR CAN BE OPENED IN 15 SECONDS

7.10,8.1* No Exit. Any door, passage, or siairway

FORM CMS-2567{02.98) Previous Versions Dbsslele Event ID: CATDZ2t Fatildy 10: 100410 If continualion sheet Page 11 of 20




2011-07-19 10:09 >> 2708896089 P 14/22

PRINTED: 06/28/2012

DEPARTIMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
.. CENTERS FOR MEDICARE & MEDICAID SERVICES . : OMB NO. 6938-0341
ATATEMENT OF DEFICIENCIES (1) PROVIDERISUPPLIEIICLIA {%2) MULYIPLE CONSTRUGTION (%3) DATE SURVEY
AND PLAN OF CDRRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING 01 « AN BUILDIRG 01
8. WING
» 135089 06/13/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE, 2IP CODE
S50 HIGH ST,

KINDRED TRANSITIONAL CARE AND REHABILITATION ROSEW

BOWLING GREEN, KY 42101

[X4) 1D SUMMARY STATEMENT OF DEFICIENGIES o PRCVIDER'S PLAN OF CORRECTION {s)
PREFIX {(EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREF|X {EAGH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATCRY OR LSC IDENTIFYING RNFORMATIDN} TAG GROSS-REFEREHCED TO THE APPROFRIATE DATE
DEFICIENCY)
K 038} Continued From page 11 ' K038

that J= neither an exit nor a way of exit access
and that Is located or arranged se that it is likely
to be mistaken for an exit shall be identified by a
sign that reads as fotlows!

NO

EXIT

Such sign shall have the word NO in letters 2 in,
{5 cm) high with a stroke width of 3/8 in. {1 cm)
and the weord EX{T in letters 1 in. (2.5 em) high,
with the word EXIT below the word NO.

7.5.2.2* Exit access and exit doors shall be
designed and

arranged teo be clearly recognizable. Hangings ot
draperies

shall not be placed over exit doors or located to
conceat or

obscure any exit. Mirrors shall not be placad on
exit doors.

Mirrors shall not be piaced in or adjacent fo any
exit in such a

manner as to confuse the direction of exit.
Exception: Curtains shal! be pemitied across
means of egrss openings

in tent walls if the following criteria are mek:

{a} They are distinctly marked in contrast te the
tentwali so as to

be recognizable as means of egress.

{b) They are installad across an opening that is at
least 6 ft (1.6 m)

in width.

(c) They are hung from slide rings or equivalent
hardware so0 as to

be readiiy moved to the side 0 creale an
uncbstructed opening in the

tent wall of the minimum width required for door
openings.

FORM CM$-.2557(02-5D) Pravious Versisna Obaolats EventiD:C2TORA1 Facllty ID; 100410 If cantinuation sheet Fage 12 of 20
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KINDRED TRANS!TIONAL CARE AND REHABILITATION ROSEW
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550 HIGH ST,
BOWLING GREEN, KY 42101

PROVIDER'S PLAN OF CORRECTION

Exit access doors and exit doors used by health
sare occupante are of the swinging type and are
at least 32 inches In clear width,  18.2.3.5

This STANDARD is not met as evidenced by:
Based on cbservation and interview |i was
deterrined the facility falled to énsUre exit
discharge doors opened in the direction of egress
in accordance with NFPA standards. The
deficiency had the potential to affect two (2} of ten
{10} smoke comparmants, residents, staff and
visitors. The facility is licensed for one-hundred
seventy-six {176) beds with a census of
one-hundred fifty (150} on the day of the survey.

The findings include:

Observation, on 06/12/12 between 10:30 AWM end
3:30 PM, with the Malnienance Supervisor
revealed the exit gates at the front courtyard, the
reflection courtyard, and the exit gate at the end
of the refiections corridor did not swing outward,
The gate would have to be pulled against egress
travel in the event of an evacuation.

Interview, on 06/13/12 between 10:30 AM and
3:30 PM, with the Malntenance Supervisor
revealed he was not aware the exit discharge
gate needed to open in the direction of egress.

NFPA 101 (2000 edition)

7.2.1.4.3

A door shall swing in the direction of egress travel
where used in an exit enclosure or where serving

(X1} 1D SUMMARY STATEMENT OF QEFIGIENCIES iD G
PREFIX |EACH DEFICIENCY MUAT BE PRECEDED BY FULL PREFIX (EACH CORRRCTIVE ACTION SHOULD BE COMPLETICH
TAG REGULATORY OR LSG (DENTIFYING INFORMATION} TAG CROSS-REFERENCED 1O THE ARPPROPRIATR DATE
: DEFICIENCY)
K 040 | NEPA 101 LIFE SAFETY CODE STANDARD K 040
sSs5=D

K40

1. The gates on the front courtyard,
reflections coustyard and end of the
reflections corridor have been adjusied.
to swing outward in the direction of
earess.

2. Maintenance director will inspect all
gates to open outward in the direction of
egress.

3. The egress pates will be inspected
monthly for Code Compliance.

4, Maintenance director will report any
non-compliance findings to
Administrator, Administrator will track
and trepnd findings and report to P1
mesating with appropriate action taken.

5. Completion date: 6/15/2012
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a high hazard contents area, unless it is & door
from an individual iving unit that opens directly
into an exit enclosure,
K 045 | NFPA 101 LIFE SAFETY CODE STANDARD K 045
88=D
flumination of means of egress, including exit
discharge, is arranged so that faiiure of any single
lighting fixiure {buib) will not leave the area in
darkness. {This does not refer to smergency
lighting in accordance with section 7.8 19.2.8
K4s
This STANDARD Is not mef as evidenced by: 1. One additional egress light fixture has
Based on observation and interview, it was been added 10 the kitchen exit, The
determined the facility failed to ensure gxits were Reflections cxterior door opens info a
equipped with lighting in accordance with NFPA courtyard; the exit sign was removed and
standards. The deficiency had the potential to a “Not an Exit” sign placed on the door.
afiect two (2) of ten (10) smoke compariments,
r'esidents. staff and visitors. The !agiiity is 2. Maintenance Director inspected all
Itr:ensed for ene-hundred seventy-six (176) beds Exit for proper lighting.
with & census of ona-hundred fifty {150} on the
day of the survey. 3. The Exit lighting will be inspected
mont 0 i .
The findings Inciude: hly for Code compliance
Observation, on 06/13/12 between 9:40 AM and 4. l:fli‘;n tepance dlrec:ﬁ{ v';n 13!15p ec:h
3:30 PM, with the Maintenance Supervisor SPIINKIEY SyStem mon Yﬂ or 3 months
revealed the extertor exit at the rear of the kitchen and then quartetly thereafter, and report
had a single bulb fixture for lighting the exit, any non- compliance issues o
Further observation showed the raflection nurses Administrator _Who will track af'nd trend
station exit has no exterior lighting. and report findings to PI committee.
Interview, on 06/13/12 between 9:40 AM and 3;30 5. Date of completion will be: 6/21/2012
PM, with the Maintenance Supervisor revealed he
was aware (he lighting fixtures serving the
exterior exits must include more than ene bulb

FORM CIS-2567102-59) Pravious Versisna Obso'sle Ewvent ID: C2TD21 Facify 10: 100410 1f continuation sheet Page 14 of 20
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-~ | §TATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NLIMBER!

1650869

{X2) MULTIPLE GOMSTRUGTION

£ BUILDING

B.WING

0 - MAIN BUILDHNG 01

OMB NO. 0838-0381
' R

(#3) DATE SURVRY
COMPLETED

__BBM32042

NAME OF FROVIDER OR SUPPLIER

KINDRED TRANSITIONAL CARE AND REHABILITATION ROSEW

STREET AQRRESS, CITY, STATE, ZIP CODE
550 MIGH 5T, ’

ROWLING GREEN, KY 42101

Emergency lighting of at least 1% hour duration is
provided In accordance with 7.9, 19.2.8.1.

This STANDARD is not met as evidenced by:
Based on staff interview and observation, it was
determined the facility falled to provide
emergency lighting in accordance with NFPA
standards, The deficiensy had the potential to
affect tan {10} of ten {10) smoke compartments,
residents, staff and visitors. The facility is
tieansed for one-hundred seventy-six (176) beds
with a census of one-hundred fifty {150} on the
day of the survey.

The findings include;
Observation and recend review, on 068/13/12 at

8:30 AM, with the Maintanance Supervisor
revealed that the emergency lights, with battery

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 18] PROVIOER'S PLAN OF CORRECTYION X5}
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION §1HOULD BE COMELETION
TAG REGULATORY OR LS5 IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO fHE APPROPRIATE BATE
DEFLCIENGY]
K 045 | Continued From page 14 K 045
and the faclity had added lighting recently, but
faited to properly fight these exits.
Exit lighting must be arranged so the failure of a
single bulb wili not leave the exit in complete
darkness.
Reference: NFPA 101 {2000 edifion)
7.8.1.4" Required flumination shalf be arranged
so thal the
failure of any singte lighting unit does net resuit In K48
an illuminalion . .
level of less than 0.2 f-candte (2 Jux) in any 1. Emergency battery light testing has
designated been conducted for 11/2 hour; annuat
area, testing decumentation is on file,
K 048 | NFPA 101 LIFE SAFETY CODE STANDARD K 046
SS=F 2. Maintenance Director tested all

battexy lights.

3. The battery lights will be checked
monthly for Code Compliance,

4, Maintenance director will report any
battery lights not Compliance to
Administrator, Administrator will track
and trend and report findings to PI
Committee and appropriate action will
be taken.

5. Completion date will be: 6/15/2012

FORM Chi8-2557{02:59) Previous Vaisitns Otsolela

Event iD;C27621
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DEFICIENGY)
K 048 | Continued From page 158 K 046

backup, lccated throughout the facility were not
tested for 1-1/2 hours within the last vear,

interview. on 06/13/12 at 3;30 AM, with the
Maintenance Supervisor revaaled he was sware
the Yighting had fo be tested annually for 1-1/2
hours but discovered the last test was on 4-22-11,

Reference: NFPA 101 (2000 edition)

7.9.2.1* Emergency illumination shall be provided
for not less than 11/2 hours In the event of failure
of normal lighting. Emergency lighting facilities
shal] be arranged to provide initial iumination
that is not less than an average of 1 ft-candle (10
lux} and, at any point, not less than 0.1 ft~candle
{1 lux), measured along the path of egress at
floor level. llumination levels shali be permited to
decline to not less than an avérage of 0.6
fi-candle (8 lux) and, at any point, not less than
0.06 ft-candie {0.6

lux) at the end of the 11/2 hours. A
maximum-to-minimum Humination uniformity
ratto of 40 fo 1 shall not be exceeded,

7.9.3 Periedic Testing of Emergency Lighting
Equipment. A functlonai test shall be conducted
on every required emergency lighting system af
3Dday infervals far not less than 30 seconds. An
annual fest shall be conducted on every required
battery-powered emergency lighting system for
not e4a than

11/2 hours. Equipment shall be fully operational
for the duration of the test. Written records of
vistal inspections and tests shall be kept by the
owner for Inspection by the authority having
jurisdiction.

Exception: Self-testing/self-diagnostic,

FORM CMS-2567(02-95) Previcus Varsions Obsolelo Evenl 10:C2T024 Faciity 1D; 10C410 If continuation eheet Page 16 of 20
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K 046 i Continuad From page 16 K 046G K73
baltery-operated emsrgency lighting equipment 1. Stuffed Animals and hanging
that automatically parforms a iest for not less decorations that are not flame resistant
than 30 saconds and diagnostic routine not less have been removed from the facility.
than onice every 30 days and indicates failures by
a status indicator shall be exempf from the 2. The Exceutive Director and
30-day funclional test, provided that a visual Maintenance Director will make rounds
inspection is performed at 30-day intervals, s ’
throughout the facility to ensure there
K 073 | NFPA 101 LIFE SAFETY CODE STANDARD KO73 wereiot any docorati):ms that are not
35=E

No furnishings or decorations of highly fiammabie
character are used, 15.7.5.2,19.7.63,19.7.56.4

This STANDARD is not met as evidencad by:
Based on observation and interview, it was
determined thé facillty falled {o ensure that no
combustible decorations were used in the facility,
according to NFPA standards. The deficizncy
had the potgntial to affect five (5) of ten (10)
smoke compariments, resldents, staff and
visitors, The facility is licensad for one-hundrad
seventy-six {176} beds with a census of
one-hundred fifty (150} on the day of the survey,

The findings include:

Observation, on 06/13/12 between 9:30 AM and
4:30 PM, with the Maintanance Supernvisor
revaaled several stuffed animals and feke florat
arrangements throughout the facility with no
flame retardant applied. Room numbers 180,
182, 192, 170, 172, 176, 179, 143, 141, 147, 146,
158, 161, and 185 are some examples of this
deficlency

Interview, on 06/13/12 batween 6:30 AM and 4:30
PM, with the Maintenance Supervisor revealed

flame resistant with correction made as
necessary.

3. Staff will be in-gerviced by 7/27/2012
and Staff Development Coordinator 1o
recognize and repoit to the
Administrator or Maintenance Director
any items being brought into the center
by visitors or family members that might
not be fire resistant. The Adwissions
Coordinator will iuform Residents and
Family members upon admission tha(
only flame resiatant decorations will be
allowed in the center.

4, Assigned Angels will be instracted to
menitor on their daily rounds for any
aew decorations which might not be fire
resistant and report to the Maintenance
Director or Executive Director. The
Maintenance Director will make weekly
rounds through out the center and will
report to the P1 Commitiee monthly for
three months and/or until the comrnitiee
detenmines this deficiency to have been
corrected and sustained. The Executive
Director will monitor compliance

5. Completion date will be; 7/27/2012

FORRA CMS-258T(02-99) Pravious Yerskers Obzcléte
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K 073 Continued From page 17 K 073
they were aware decorations were required to be
treated with a fire retardant apray and that any
item brought into the Facilily, was supposed lo be
checked in on arrivat, Furiher observation
showed the facitity had sent out a tetter to the
farilies of the residents to remove the
dacorations from the rooms by June 15, 2012,
The facillty was made awars the decorations are
not required to be removed, butif the decotations
are going to be in the rooms they must be treated
with a fiame-retardant spray.
Referance; NFPA 101 {2000 Edition)
19,7.5.4 Combustible decorations shall be
prohibited in any health care occupancy unless
they are flame-retardant.
K 147 | NEPA 101 LIFE SAFETY CODE STANDARD K 147
§8=E

Electical wiring and equipment is in accordance
with NFPA 70, National Efesfrical Code, 9.1.2

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility fatled fo ensure electrical
wiring was maintained in accordance with NFFA
standards. The defidency had the potential fo
affect six {8) of ten {10) smoke compartments,
residents, staff and visitora, The facility is
licemsed for ong-hundred seventy-six (176} beds
with a census of one-hundred fifty {150} on the
day of the survey.

The findings include!
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. OMB NO. 0938-0321
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550 HIGH 5T,
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in room# 161.

Interview, on 06/13/12 between 930 AM and 4:30
PM, with the Mainfenance Supervisor revealed he
was not aware the exiension ¢ords wera only for
lemporary use, or the power strips were being
misused.

Reference: NFPA 93 (19935 adition)
3-3.2.12D

Minimum Number of Receptacies, The number
of receptacles shall be determined by the
intended uss of the patient care area, There shall
be sufficient receptacles jocated o as to aveid
the need for extension cords or multiple outlet
adapters, :

{410 SUMMARY STATEMENT OF DEFICIENCIES to PROVIDER'S PLAN OF CORREGTION 7
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION $HOULD BE COMPLENON
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